To determine recent trends in maternal prepregnancy body mass index (BMI) and to quantify its association with birth and maternal outcomes. and obese increased by 4.3% and 22.9%, respectively. VLBW increased significantly with increasing BMI, by 24% in overweight women and by 76% in women with class III obesity from 2007 to 2016. Women with class III obesity also had a significant increase in macrosomic birth (170%) and were more likely to deliver PTB (33%), VPTB (66%), LGA (231%), and CD (208%) than women with a normal BMI. However, obese women were less likely to have SGA infants; underweight women were 51% more likely to have SGA infants than women with a normal BMI.
Methods
A population-based retrospective cohort study included resident women with singleton births in the California Birth Statistical Master Files (BSMF) database from 2007 to 2016. There were 4,621,082 women included out of 5,054,968 women registered in the database. 433,886 (8.6%) women were excluded due to invalid or missing information for BMI. Exposures were underweight (BMI < 18.5 kg/m 2 ), normal weight (18.5-24.9 kg/m 2 ), overweight (25.0-29.9 kg/m 2 ), and obese (� 30 kg/m 2 ) at the onset of pregnancy. Obesity was subcategorized into class I (30.0-34.9 kg/m 2 ), class II (35.0-39.9 kg/m 2 ), and class III (� 40 kg/m 2 ), while adverse outcomes examined were low birth weight (LBW), very low birth weight (VLBW), macrosomic births, preterm birth (PTB), very preterm birth (VPTB), small-for-gestational-age birth (SGA), large-for-gestational-age birth (LGA), and cesarean delivery (CD). Descriptive analysis, simple linear regression, and multivariate logistic regression were performed, and adjusted odds ratios (AORs) with 95% confidence intervals (CIs) for associations were estimated.
Results
Over the ten-year study period, the prevalence of underweight and normal weight women at time of birth declined by 10.6% and 9.7%, respectively, while the prevalence of overweight PLOS 
Introduction
The worldwide obesity epidemic continues to be a major public health challenge, particularly in women of childbearing age [1] [2] [3] . Obesity is now defined using the World Health Organization (WHO) criteria based on body mass index (BMI), which is calculated by dividing the weight in kilograms by the square of height in meters [4] . Women who become pregnant while their BMI is below or above the normal range (18.5 to 24.9 kg/m 2 ) are now known to have an increased risk of adverse maternal pregnancy outcomes and adverse birth outcomes [5] [6] .
A national survey of adults in the United States showed that the age-adjusted incidence of obesity (BMI � 30 kg/m 2 ) in women was 40.4% in 2013 to 2014 [7] . The corresponding value for class 3 obesity (BMI � 40 kg/m 2 ) in women was 9.9% [7] . The prevalence of both overall obesity and class 3 obesity showed a significant linear increase from 2005 to 2014 [7] . In 2014, half of pregnant women were either overweight (25.6%) or obese (24.8%) [8] .
Prepregnancy obesity affects the health of both mother and child [9] . Maternal complications associated with obesity during pregnancy include an increased risk of cesarean delivery, miscarriage, pre-eclampsia, gestational diabetes, and thromboembolism [9] [10] [11] [12] . Obesity during pregnancy has adverse consequences for placental, embryonic, and fetal growth; increases infant mortality; and increases the risk for postpartum complications [9, 10, [13] [14] [15] .
Experimental and clinical evidence suggest that maternal obesity also has long-lasting consequences for the health of the offspring [9] . Maternal obesity is associated with an increased BMI in children during infancy [16] , adolescence [17] , and into adulthood [18] . Maternal obesity during gestation is also linked with an increased risk for coronary heart disease, diabetes mellitus, stroke, asthma, and premature death in adult offspring [9, [19] [20] [21] . Maternal obesity is a serious public health problem that has both immediate and long-term consequences. It has been associated with increased use of healthcare services, including longer hospital stays during pregnancy [22] . Because of the sheer number of infants born to an ever-increasing number of women with prepregnancy obesity, there is a need to understand the associations between maternal obesity and birth outcomes.
Few studies have focused on recent trends in maternal prepregnancy BMI and birth and maternal outcomes. Our aim was to determine temporal trends and patterns in prepregnancy BMI and to quantify its associations with birth and maternal outcomes in California over a 10-year period. The adverse outcomes evaluated were low birth weight (LBW), very low birth weight (VLBW), macrosomic birth, preterm birth (PTB), very preterm birth (VPTB), smallfor-gestational-age (SGA), large-for-gestational-age (LGA), and cesarean delivery (CD).
Materials and methods

Data source
We conducted a population based retrospective cohort study by analyzing the California Birth Statistical Master Files (BSMF) compiled by the Center for Health Statistics and Informatics, California Department of Public Health (CDPH), which recorded all births in California for the 10-year period from 2007 to 2016. Recording of self-reported maternal prepregnancy weight and height in the birth records commenced in California during 2007 allowing for the calculation of maternal prepregnancy BMI [4] .
We excluded records with missing data on maternal weight or height, or out-of-range values [23] . Further data screening was performed to include all live births, delivered in the range of 17 to 47 completed weeks of gestation based on the best obstetric estimate, with a birth weight of 500 grams or greater [24] [25] .
This study was approved by the California Committee for the Protection of Human Subjects (CPHS Protocol ID: 16-10-2759) and the CDPH Vital Statistics Advisory Committee.
Outcome variables: LBW, VLBW, macrosomic birth, PTB, VPTB, SGA, LGA, and cesarean delivery. Birth weight data obtained from the BSMF were coded as dichotomous variables, indicating whether the infant was LBW (< 2500 g) or not; or VLBW (< 1500 g) or not. Both PTB and VPTB were used as outcome variables. A macrosomic birth was defined as a birth weight greater than 4500 grams; this was also coded as a dichotomous variable. Data on PTB and VPTB were coded as dichotomous variables, indicating whether the infant underwent PTB (< 37 weeks gestational age) or not; and whether the infant underwent VPTB (< 32 weeks gestational age) or not. We grouped birth weight and gestational age into three groups as described by Ratnasiri et al. (2018) [26] using new gender specific intrauterine growth curves based on United States data by Olsen et al. (2010) [27] : small-for-gestational-age (SGA) (< 10th percentile), appropriate-for-gestational-age (AGA) (10th to 90th percentile), and large-for-gestational-age (LGA) (> 90th percentile). SGA, LGA, and cesarean delivery (CD) were categorized as dichotomous variables as described above.
Main exposure. Using the WHO criteria, prepregnancy BMI was divided into the following categories (Fig 1) : underweight, less than 18.5kg/m 2 ; normal, 18.5 to 24.9 kg/m 2 ; overweight, 25.0 to 29.9 kg/m 2 ; obesity class I, 30.0 to 34.9 kg/m 2 ; obesity class II, 35.0 to 39.9 kg/ m 2 ; and obesity class III, 40 kg/m 2 or greater (4) and used maternal prepregnancy BMI category as the main exposure.
Covariates. The covariates identified were birth year, maternal sociodemographic status, prenatal smoking, type of health insurance, parity, and use of prenatal care [28] . Maternal sociodemographic status included maternal age, education level, race and ethnicity, maternal nativity, and geographic region. The health insurance types considered were Medi-Cal (public) and private insurance. Data were also available on whether or not the women in this study were part of the Federal Supplemental Nutrition Program for Women, Infants, and Children (WIC). Having Medi-Cal insurance or being part of the WIC program were considered predictive of low incomes. Maternal prepregnancy body mass index (BMI) and its association with birth and maternal outcomes
The perinatal health behavioral characteristics included maternal smoking during pregnancy. The birth records included self-reported smoking status during the first, second, and third trimesters. We included both the use of prenatal care during the first trimester and parity, which is positively associated with the risk of obesity in the literature [6] .
Statistical analysis. Data on prepregnancy BMI and obesity trends were identified and tested for significance using simple linear regression (SLR) over time. Analysis of variance (AOV) was performed to test the differences in mean birth weight and mean gestational age by six different categories of BMI. Statistical differences among the categories of BMI for both mean birth weight and mean gestational age was tested using an F test followed by an LSD at p = 0.05 (when the F test was significant).
Descriptive statistics were used to characterize the demographic profile of all California resident women with a valid prepregnancy BMI value during the study period. Finally, multivariate logistic regression (MLR) analysis was performed to quantify the association between prepregnancy BMI category and birth outcomes, controlling for probable risk factors including maternal sociodemographic characteristics, health insurance, prenatal care, WIC participation, smoking during pregnancy, and parity. This study investigated the effect of each pregnancy as a unique pregnancy. Births with missing data were handled by exclusion during multivariate analysis.
Calculations were performed for both unadjusted (crude) odds ratios (ORs) and adjusted odds ratios (AORs), with 95% confidence intervals (CIs) and p-values and results were reported on AORs. MLR models were used with birth outcome as the outcome variable and maternal prepregnancy BMI category as the exposure variable, controlling for potential covariates. For all models, women with normal BMI were considered to be the reference group and cases with missing data for variables within the model were excluded. The significance level was set at p = 0.05. All statistical analyses were performed using SAS software, version 9.3 (SAS Institute Inc., Cary, NC, USA).
Results
The study population comprised 4,621,082 women with singleton births, selected from 5,054,968 women who had 5,137,376 live births in California from 2007 to 2016. Fig 1 summa rizes the screening criteria used to identify the study population ( Fig 1) . A total of 433,886 women (8.6%) were excluded because of missing, incomplete, or out-of-range data for BMI and records with missing information on gestational age or birth weight.
Almost 49% of the study population (N = 2,260,956) comprised births to women with normal BMI. This was the reference group to which other BMI groups were compared employing MLR. In the study population, 21.1% of the births were to women with obesity, while 26.0% were to overweight women.
The mean age of primiparous women in the study population advanced by 2 years, from 25.6 ± 0.029 years in 2007, to 27.6 ± 0.028 years in 2016. Therefore, birth year was included in the adjustments for the MLR models. Table 1 shows the number and percentage of women in each BMI category for each year from 2007 to 2016. The prevalence of underweight women declined by 10.6% (p < .001), from 4.4% in 2007 to 3.9% in 2016. The prevalence of normal weight decreased by 9.7% (p < .001), from 51.3% in 2007 to 46.4% in 2016 (Table 1 , Fig 2) . The prevalence of overweight women increased by 4.3% (p < .001), from 25.5% in 2007 to 26.5% in 2016. The prevalence of all obesity classes increased by 22.9% (p < .001), from 18.9% in 2007 to 23.2% in 2016 (Table 1, Obesity class I increased by 17.2% (p < .001), from 11.7% in 2007 to 13.8 in 2016, while obesity class II increased by 28.9% (p < .001), from 4.7% in 2007 to 6.0 in 2016. The greatest increase was seen in obesity class III, which increased by 38.6% (p < .001), from 2.5% in 2007 to 3.5 in 2016 ( Table 1 , Fig 2) . The entire maternal population progressed toward a higher BMI ( Table 1 , S1 Fig) . The numbers and percentages of women in all BMI categories according to the covariates described in this study for the period 2007 to 2016 are shown in Table 2 . Of the women who were overweight or obese before pregnancy, more than 50% were 25 to 34 years of age. Of the obese women, over 62% were Hispanic and almost 84% did not attain an education equivalent to a bachelor's degree or higher. In this cohort, more women who were born in the United States were obese than women born elsewhere. Almost 60% of women who received Medi-Cal insurance as the funding source for their prenatal care were obese before pregnancy. Of the WIC recipients, more than 64% were obese before becoming pregnant ( Table 2) . Smoking prevalence rose with advancing obesity classes ( Table 2) .
Infants born to underweight women had lighter birth weight while obese women had heavier birth weight infants. Mean birth weight significantly (p = .007) increased from women who were underweight (3,153.2 gm) to women with obesity class III (3,456.4 gm) and each class was significantly different from the other classes (p < .001) ( Fig 3A) .
Contrary to mean birth weight, mean gestational age significantly decreased (p < .001) from women with normal weight (38.8 weeks) to women with obesity class III (38.5 weeks) and each class was significantly different from the other classes (p < .001) ( Fig 3B) , except for underweight and obese class I women. Table 3 describes the numbers and percentages of three categories of intrauterine growth stage, SGA, AGA, and LGA for all births at 23-41 weeks of gestation based on obstetric estimates (OEs).
Birth outcomes
The results of MLR analysis models, with birth outcomes as the outcome variables and the six maternal BMI categories as the exposure variables controlling for study covariates, are given in Table 4 , Figs 4 and 5).
LBW and VLBW. The unadjusted incidence of LBW in underweight women was 7.7% ( Fig  4A) . Underweight women were 51% more likely (95% CI = 1.48-1.54) to have an LBW infant Maternal prepregnancy body mass index (BMI) and its association with birth and maternal outcomes compared with normal-weight women ( Table 4 , Fig 4A) . We found no significant association between incidence of LBW and BMI categories excluding underweight category (Table 4 ). There was a highly significant association (p < .001) between incidence of VLBW and BMI category. Using women of normal weight as the reference, the incidence of VLBW increased with increasing BMI, by 24% in overweight women (95% CI = 1.21-1.28) to 76% in women Maternal prepregnancy body mass index (BMI) and its association with birth and maternal outcomes with class III obesity (95% CI = 1.67-1.86) ( Fig 4B) . Women who were underweight were 19% more likely (95% CI = 1.12-1.27) to have a VLBW infant than were women of normal weight. The unadjusted incidence also showed the same pattern, with the highest incidence of 1.19% in obese class III women. Maternal prepregnancy body mass index (BMI) and its association with birth and maternal outcomes Macrosomic birth. In our study population, 8.3% of the infants were macrosomic. The incidence of macrosomic birth was lowest in underweight women (3.0%) and increased linearly with increasing maternal prepregnancy BMI category; the highest percentage, 15.6%, was in women with class III obesity ( Fig 4C) . Compared with women of normal weight, women with class I obesity had almost double the likelihood of having a macrosomic birth Table 3 (AOR = 1.95; 95% CI = 1.93-1.97). The likelihood of having a macrosomic birth was even higher in women with class II obesity (AOR = 2.35; 95% CI = 2.32-2.39) and class III obesity (AOR = 2.70; 95% CI = 2.66-2.75) ( Table 4 , Fig 4C) . PTB and VPTB. The incidence of PTB and VPTB rose with increasing BMI category above normal weight, with the highest rate of PTB, 8.9%, and the highest rate of VPTB, 1.37%, in women with class III obesity (Fig 4D and 4E) . Multivariate logistic regression analysis, using women of normal weight as the reference, found significant associations between incidence of PTB and BMI category, and incidence of VPTB and BMI category ( Table 2 , Fig 4D  and 4E) . Women who were underweight were 23% more likely (95% CI = 1.21-1.26) to have a PTB infant and 18% more likely (95% CI = 1.12-1.25) to have a VPTB infant than were women of normal weight ( Table 4 , Fig 3D and 3E) . Women who were obese class I were 16% more likely (95% CI = 1.14-1.17) to have a PTB and 43% more likely (95% CI = 1.38-1.47) to have a VPTB infant than were women of normal weight (Table 4 ). Furthermore, women with obesity class III were 33% more likely (95% CI = 1.30-1.36) to have a PTB and 66% more likely (95% CI = 1.58-1.75) to have a VPTB infant than were women with a normal BMI ( Table 4 , Fig 4D and 4E) .
. Number of all births at 23-41 weeks of gestation based on obstetric estimates (OEs) for the three categories of intrauterine growth stage for the 4,594,570 such births in California from 2007 to 2016, with the row wise percentage of such infants in parenthesis.
BMI category
SGA, AGA, and LGA. The SGA, AGA, and LGA infants comprised 5.4%, 87.5%, and 7.2%, respectively in the study population (Table 3) . Among macrosomic infants, 66.7% of the infants were LGA.
After adjusting for potential confounders, births to underweight women were 51% (95% CI = 1.49-1.54) more likely to have SGA infants and 12.8% (95% CI = 0.86-0.89 less likely to have AGA infants than women with normal weight ( Table 4 , Fig 5A) .
AGA infants were less likely among women of all maternal prepregnancy categories when compared with women of normal prepregnancy weight ( Table 4 , Fig 5B) .
Moreover, LGA infants were more likely among women who were overweight 62% (95% CI = 1.60-1.63), obesity class I 117% (95% CI = 2.14-2.19), obesity class II 174% (95% CI = 2.71-2.78), and obesity class III 231% (95% CI = 3.26-3.37) than among women with normal weight, respectively ( Table 4 , Fig 5C) .
Cesarean delivery
The rate of cesarean delivery was found to increase with increasing maternal BMI, from 22.2% in women who were underweight to 51.7% in women in obesity class III ( Fig 4F) .
The incidence of cesarean delivery was significantly associated with BMI category, with the lowest rate seen in underweight women. It was 36% higher (95% CI = 1.35-1.36) in overweight mothers than in those of normal weight ( Table 2 , Fig 4F) , and more than 3-fold higher (AOR = 3.08; 95% CI = 3.04-3.11) in women with class III obesity ( Table 2 , Fig 4F) . The outcomes from analyzing first, second and third births were consistent with analyzing each pregnancy (S1-S3 Tables).
Discussion
Our study shows that, from 2007 to 2016, the trends in underweight and normal weight declined as women drifted toward the higher BMI categories. As a result, the prevalence of the 3 classes of prepregnancy obesity increased in an almost linear fashion. The Healthy People 2020 objectives include increasing the proportion of women who become pregnant at a normal weight, from 52.5% in 2007 to 57.8% by 2020 [5] . However, Deputy et al. observed that the prevalence of normal weight has decreased by 5%, whereas the prevalence of overweight has increased by 2% and the prevalence of all classes of obesity has increased by 8% from 47.3% to 45.0%, from 2011 to 2015 in 38 jurisdictions in United States [5] . These results suggest that the Healthy People 2020 target for prepregnancy normal weight will not be attained, as trends are going in the wrong direction [5] . The findings of the present study show an increasing prevalence of maternal prepregnancy women who are overweight and in all classes of obesity. Our findings are consistent with those of Branum and colleagues, who analyzed data from 47 states and the District of Columbia in the U.S. Standard Certificate of Live Birth for 2014 [8] .
Previously published studies have documented the increased risk of adverse birth outcomes associated with maternal obesity during pregnancy [22, 29, 30] . However, few studies have provided quantitative estimates for the association of poor birth outcomes with the category of maternal prepregnancy BMI using a large dataset such as the BSMF. We found no significant difference in the incidence of LBW among prepregnancy women who were overweight and those in the three obesity classes [31] . However, increasing maternal prepregnancy BMI is strongly associated with an increased risk of VLBW [31] .
Fetal macrosomia is another complication seen in women with prepregnancy obesity [32, 33] . Our findings support those of Moussa et al from 2016 [10] , in that the rate of macrosomic births increased linearly with increasing maternal prepregnancy BMI category. The presence of macrosomia contributes to adverse outcomes for both mother and child, including an increased risk of complications during labor, increased birth injuries associated with delivery interventions, and increased neonatal morbidity and mortality [34] [35] [36] [37] .
We know that PTB is the leading cause of infant mortality, neonatal morbidity, and longterm disability; these risks increase with decreasing gestational age [38, 39] . Both low and high BMI have been shown to be associated with PTB [40, 41] . Girsen et al. found that an underweight maternal prepregnancy BMI was associated with an increased risk-adjusted rate of PTB [42] . A data synthesis conducted by McDonald et al in 2010, based on 84 studies and totaling 1 095 834 women, found that overweight and obese women have an increased risk of PTB and induced PTB, after accounting for publication bias [42] . Obesity increases the risk of medically indicated preterm delivery [42] [43] [44] . Several previously published studies have linked this causation to obesity-related maternal complications, including pre-eclampsia [29, 45, 46] . Our findings are consistent with studies conducted in Sweden, which also find that maternal overweight and obesity during pregnancy is associated with an increased risk for PTB, especially VPTB [23] . In addition to the increased risk of PTB and VPTB conferred by abnormal BMI, it has also been shown that for those infants born preterm, abnormal BMI confers a higher risk of morbidities associated with PTB compared to preterm infants born to women with normal BMI [47, 48] .
We observed significant differences in fetal growth among the six different BMI categories of prepregnant women. In this study, underweight women were more likely to have SGA infants and their mean birthweight was lower than other BMI categories. Early age at pregnancy and short interpregnancy intervals were also associated with increased risk of PTB, LBW, SGA, and neonatal death [49, 50] . Maternal undernutrition contributes to neonatal deaths through SGA [51] and short and long term health outcomes [52] .
We were unable to control for interpregnancy intervals to quantify confounders for birth outcomes evaluated, which is a study limitation. Poor nutritional status in fetus is harmful to the development and function of the unborn infant, predisposing them to the development of adult chronic diseases which is popularly known as the Barker hypothesis [53, 54] . Maternal nutrition, both before and during pregnancy is likely to play a crucial role to improve pregnancy outcomes [55] and has important implications on subsequent maternal and offspring health, including outcomes in later adult life [56] .
Our study also showed that the incidence of LGA infants increases with increasing BMI level from overweight to obesity class III. Recent animal studies revealed that excessive nutrition also increased the risk of cardiovascular diseases among offspring [54] . Either insufficient or excessive nutrition alters epigenetic modification of genes that encodes enzymes associated with lipid metabolism [54] . This altered epigenetic state persists during one's lifetime and may potentially lead to noncommunicable adulthood diseases [54] .
Several previously published studies have reported that women who are overweight or obese have an increased risk of cesarean delivery compared with women of normal weight [11] . Ours is the first study to examine the strength and extent of this relationship in a modern California cohort. We found a strong association between cesarean delivery and BMI category, using normal weight as the reference. The incidence of cesarean delivery increases progressively with increasing maternal BMI, from overweight to class III obesity. The AORs in our study are similar to those reported in a meta-analysis of 33 studies on maternal obesity and risk of cesarean delivery reported by Chu et al in 2007 [11] , but with smaller confidence intervals because of our larger study cohort. Chu et al found that the unadjusted ORs of a cesarean delivery are 1.46 (95% CI = 1.34-1.60), 2.05 (95% CI = 1.86-2.27), and 2.89 (95% CI = 2.28-3.79) in overweight, obese, and severely obese women, respectively, compared with normalweight pregnant women [11] .
Dude et al, [57] , who showed that weight management in the postpartum period, during the interval between pregnancies, and during subsequent pregnancy helps to reduce the risk of future cesarean delivery. They also found that infants delivered by cesarean have a higher BMI at 6 months of age than infants who were born vaginally, suggesting that obesity affects both mothers and their offspring [57] .
Our study has several strengths, including a large sample size of more than 4.6 million women who delivered singleton live births over the most recent 10-year period, from a highly diverse population in California. Our data include variations in geography, healthcare funding as a reflection of socioeconomic status, and smoking status during pregnancy as covariates, which previous studies were unable to analyze. These advantages represent those of a large, statewide study conducted over a 10-year period in California.
Our study has several limitations. Prepregnancy weight is self-reported or abstracted from medical records, which might lead to incorrect classification in BMI categories. However, previous work based on the National Health and Nutrition Examination Survey agree with information being derived from birth certificate data [7, 58, 59] .
Another limitation is maternal sociodemographic characteristics are self-reported or abstracted from birth certificates and may contain inaccuracies. However, Dietz, et al (2014) proved the reliability of maternal demographic information and gestational age at birth recorded in the birth certificate [60] .
Finally, some confounding variables may not exist in the California BSMF. We were unable to include paternal/partner influence and other socioeconomic inequalities (e.g.: housing, job security etc.) in maternal prepregnancy obesity. Risk profiles are not straightforward and often involve issues of lifestyle, adherence to medical advice, disparities in social determinants of health, and other behaviors that are hard to modify, as described by Schroeder [61] .
A statistical limitation of our analysis is that we were not able to link pregnancies across the study period to individual women. Some women have been counted more than once in the analysis. This study was based on unique pregnancies, not unique women. We minimized this limitation by controlling for birth year. However, we theorized that each pregnancy is unique and there may be value in investigating this further with appropriate datasets.
From 2007 to 2016 in California, prepregnant women showed a declining trend in normal weight but a rising trend in overweight and obesity categories, particularly in obesity class III. Increasing prepregnancy BMI is associated with increased incidence of VLBW, macrosomia, PTB, VPTB, and cesarean delivery. The recent trend of increasing prepregnancy maternal BMI is a serious public health concern for both mothers and infants. As Stewart et al pointed out in 2009, if we do not take action to stop the rising prevalence of obesity, the negative effects on the health of the US population will increasingly outweigh the positive effects gained from declining smoking rates [62] .
They also note that failure to prevent the increasing prevalence of obesity could reverse any improvements in public health, including child health, which have been steadily accruing since the beginning of the twentieth century [62] . The steadily rising rate of prepregnancy obesity in women of childbearing age is a major public health concern, particularly for women with class III obesity. It is important that public health policymakers recognize the rising level of obesity and its effects on birth outcomes, the health of both infants and mothers, and healthcare-associated costs.
Providing the most recent trends for maternal BMI and noting the effects of maternal BMI on birth outcomes using the most recent large datasets will provide crucial information for decision-making by policymakers. Considering ever emerging support and evidence for the Barker hypothesis, pregnancy is the best opportunity to address future health. Therefore, investment in nutrition-specific interventions to prevent both maternal undernutrition and nutrition leading to obesity during pregnancy may help avoid the costly complex health and social needs arising from poor birth outcomes. The time has come to realize that healthy pregnancy is a foundation for the health of the future generation and a key solution to ever-rising health care costs. 
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